Background: Laparoscopic cholecystectomy has become the treatment of choice for symptomatic gallstone diseases; many surgeons still prefer interval laparoscopic cholecystectomy over early laparoscopic cholecystectomy in acute cholecystitis. The aim of this study is to evaluate the safety of laparoscopy in acute cholecystitis and to determine the best time for early cholecystectomy in acute cholecystitis. Subject and Methods: A prospective study done at Azadi teaching hospital -department of surgery from June 2013 to December 2014, include 60 cases of acute cholecystitis which had been diagnosed by clinical, laboratory and imaging examinations and underwent early laparoscopic cholecystectomy. Results: There were 60 patients of acute cholecystitis underwent early laparoscopic cholecystectomy , they were 37 females and 23 males and the median age was 46 years (range 22-80 years), the median operative time was 60 min. , the conversion rate was (6.7%) and postoperative complications rate was (5%). Conclusions: Laparoscopic cholecystectomy for acute cholecystitis is safe procedure with low morbidity, mortality and conversion rate, and the best time may be within 72 hours of beginning signs and symptoms of acute cholecystitis. The main etiology is obstruction of cystic duct by gallstone with bacterial infection in 50% of cases. (6) (7) (8) the risk of developing recurrent attacks of acute cholecystitis is higher than that of suffering an initial episode. (9, 10) Laparoscopic cholecystectomy is now considering the operation of choice for elective as well as urgent cholecystectomy. 11 In the United Kingdom most of the cholecystectomies are done laparoscopically and about one third are carried out for acute cholecystitis. (12) (13) (14) (15) (16) Nevertheless there is considerable controversy about the time of laparoscopic cholecystectomy 17 , with evidence of increase risk of complications in delaying surgery. 18 Open rather than laparoscopic cholecystectomy conducted in acute cholecystits was recommended as it has lower complication rates.
cute cholecystitis is a relatively common presentation in general surgery 1 , some patient can be treated conservatively while other need surgical intervention. (2) (3) (4) (5) The main etiology is obstruction of cystic duct by gallstone with bacterial infection in 50% of cases. (6) (7) (8) the risk of developing recurrent attacks of acute cholecystitis is higher than that of suffering an initial episode. (9, 10) Laparoscopic cholecystectomy is now considering the operation of choice for elective as well as urgent cholecystectomy. 11 In the United Kingdom most of the cholecystectomies are done laparoscopically and about one third are carried out for acute cholecystitis. (12) (13) (14) (15) (16) Nevertheless there is considerable controversy about the time of laparoscopic cholecystectomy 17 , with evidence of increase risk of complications in delaying surgery. 18 Open rather than laparoscopic cholecystectomy conducted in acute cholecystits was recommended as it has lower complication rates. (19) (20) (21) (22) (23, 24) , with no significant difference in morbidity and mortality in comparison with delayed laparoscopic cholecystectomy. (25) (26) (27) (28) (29) (30) Recent guidelines for the management of acute cholecystitis have been developed and include the recommendation of early cholecystectomy depending on the severity of the acute episode. (31, 32) The mean length of the laparoscopic procedure, measured from skin incision to skin closure, was 59 minutes (range 25 -120), the median was 60 min, and the SD was 20 min. Operative details are shown in Table 2 . Outcome Three patients developed complications postoperatively. One case developed wound infection which had been treated by antibiotics and daily dressing, one case developed bile leak (leakage from cystic duct stump) which had been treated by ERCP. The third patient developed jaundice after a month which was treated by ERCP which showed a missed stone in CBD that was successfully removed. There was no mortality and no reexploration in this study. In the early experience with laparoscopy, many surgeons considered acute cholecystitis a relative contraindication to laparoscopy, because of the inflammation, edema and obscured anatomy associated with acute cholecystitis led to an increased number of complications (37) (38) (39) , that what we found in our study edema and dense adhesions (33.3%) were the main problems but they were more in cases after one week presentation. As a result many patients with acute cholecystitis underwent open cholecystectomy. As laparoscopic surgery has evolved, demonstrated that laparoscopy for acute cholecystitis can be done safely and most patients can get the benefits of the minimum access surgery, (20, 40 -43) for that reason we applied this study over our patients. The incidence of sever dense adhesions in this study was (33.3%), this was comparable to which had been done by Lo et al 30 (33%) and Liu et al 44 (28%), and it was the main reason of conversion in this study.
PATIENTS AND METHODS
In this study most of bleeding from gallbladder bed (26.7%) and cystic artery (3.3%) were controllable by cautery and additional clipping. The modifications of laparoscopic technique are more required in patients with acute cholecystitis than that of interval cholecystectomy by laparoscopy such as use of 5th cannula, gallbladder decompression, endoscopic bag for retrieval of specimen and use of subhepatic drain.
In our study most of laparoscopies done by 4-trocar technique (96.7%) and one more case required use of 5th cannula (1.7%). Gallbladder decompression required in (36.7%) of cases and this was similar to which was done by Muhmad Abdulla (38%) 35 and less than which done by Lo et al (85%) 30 and Liu et al ( 75%) 44 .
The use of endoscopic bag for retrieval of perforated gallbladder and stones required in (30%) of cases, our result was better than those done by Lo et al (75%) 30 and
Liu et al (77%) 44 .
The use of drain in sub hepatic area required in about (60%) of cases which was more comparable to that done by Muhmad Abdulla (88.8%) 35 and Lo et al (90%) 30 .
These reductions in the use of modifications technique in laparoscopy for acute cholecystitis in our study is due to (27, 45 -48) , the true rate of conversion in acute cholecystitis, is largely unreported. (30, 42, (49) (50) (51) (52) Traditionally, patients with acute cholecystitis were admitted to the hospital for conservative treatment, and then they were discharged and returned 6 to 8 weeks later for an interval cholecystectomy. This "conservative" management has largely been abandoned, because many studies have reported the safety and cost effectiveness of early laparoscopic cholecystectomy for acute cholecystitis. (45) (46) (47) (48) In our study the overall conversion rate was 6.7%. Significant difference existed in conversion rates between groups A (0%) and group B (15.4%) (P_0.03). The rising conversion rate associated with a delay in urgent cholecystectomy is related to the stage of the acute inflammatory process. Lo et al 30 observed that the presence of dense, fibrous adhesions in the delayed group made laparoscopic dissection difficult and unsafe and this was the main reason of conversion in our study. The median duration of surgery (60 minutes) compared favorably with that reported in several randomized trials for acute cholecystitis. (53, 54) This increase in the duration of laparoscopic surgery for acute cholecystitis mostly due to use of modification technique for laparoscopy such as decompression of gallbladder ,use of endobag for retrieval of specimen and use of subhepatic drain. The overall complication rate in this series (5%) mostly in group (B) is lower than that observed in other large laparoscopic series for acute cholecystitis range (6.6_13%). (30, 40, 55, 56) No mortalities or CBD injuries occurred in our study and this was similar to other series. (26, 27) The reported risk of bile duct injury is between 0.3-1.3% in acute cholecystitis. (57, 58) The postoperative hospital stay was short in this study. This is in accordance with other series reports (29, 40, 55) , and this show the benefit of early laparoscopic cholecystectomy in comparison to open and delay laparoscopic surgery. It has been suggested that the optimum timing for urgent cholecystectomy is within 72 hours of admission or within 7 days of the onset of symptoms. 47 Furthermore, failure to perform cholecystectomy within 72 hours of admission to the hospital might be an indication for interval cholecystectomy. 43 This was based on the finding that the conversion rate was seen to rise sharply after 72 hours from admission, negating the potential benefits of urgent surgery. Others have found the optimum timing for surgery to be within 96 hours of admission, with longer delays leading to a rising conversion rate. (59, 60) In this study the best time to perform early laparoscopic cholecystectomy is less than one week. In conclusion laparoscopic cholecystectomy for acute cholecystitis is safe procedure and it is associated with low conversion and complication rates. The best time to perform laparoscopy in acute cholecystitis may be less than 72 hours of admission or within one week of beginning of symptoms because the incidence of complications and conversion rate rise after this period. In addition it add the advantages of solving patient problem in one hospital admission, reducing readmission in patient who is waiting the operative list and early recuperation.
